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Honorable  J.  Millard  Tawes 
Governor  of  Maryland 
The  State  House 
Annapolis,  Maryland 

Dear  Governor  Tawes : 

The  accompanying  report,  "Convalescent  Care  Needs  for  Chil- 
dren in  Maryland",  has  been  adopted  by  the  Medical  Care  Committee 
and  is  transmitted  herewith  to  you  through  the  State  Planning 
Commission. 

The  Commission  at  its  meeting  on  March  1,  1963,  accepted  the 
report  from  the  Medical  Care  Committee  and  referred  it  to  the 
State  Board  of  Health  and  Mental  Hygiene  for  such  action  as  they 
deem  appropriate. 

I  have  been  asked  by  the  Chairman  of  the  State  Planning  Com- 
mission in  transmitting  this  report  to  advise  of  the  action  taken. 

Sincerely  yours, 
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Dear  Mr.  Meyerhoff : 

It  is  my  pleasure  to  transmit  the  report  from  our  Subcommittee 
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Maryland  on  Convalescent  Care  Facilities  for  Handicapped  Chil- 
dren. This  report  was  adopted  by  the  Committee  on  Medical  Care 
at  its  meeting  of  October  26,  1962. 

Sincerely  yours, 

George  H.  Yeager,  M.D.,  Chairman 
Committee  on  Medical  Care 
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Baltimore  City — Hospital  Reports 


INTRODUCTION 


In  January  1962,  the  State  Department  of  Health  requested 
that  the  Committee  on  Medical  Care's  Subcommittee  on  Medical 
Services  and  Facilities  for  Handicapped  Children  in  Maryland 
direct  its  attention  to  convalescent  care  facility  needs  for  physically 
handicapped  children. 

Several  developments  lay  behind  this  request.  First,  pediatric 
departments  in  the  larger  Baltimore  hospitals  were  encountering 
increasing  difficulty  in  transferring  their  cases  to  convalescent  care 
facilities  with  the  resultant  back-up  of  patients  in  the  general 
hospital  wards  at  a  high  per  diem  cost.  Second,  one  of  the  existing 
convalescent  care  facilities  changed  over  to  the  care  of  only  emo- 
tionally disturbed  adolescents,  and  no  longer  would  accept  the 
primarily  physically  handicapped;  this  facility  was  located  in 
Montgomery  County.  Third,  occupancy  at  one  of  the  minimal  care 
convalescent  facilities  in  Baltimore  was  extremely  low  (57.4%), 
and  a  little  low  at  the  two  special  children's  hospitals  (averaging  a 
combined  occupancy  of  75%). 

A  study  group  of  the  Subcommittee  on  Medical  Services  and 
Facilities  for  Handicapped  Children  in  Maryland  was  formed  to 
look  into  the  problem,  and  to  make  recommendations. 

The  Role  of  Convalescent  Care  Facilities  for  Children 

Convalescent  care  facilities,  as  referred  to  in  this  report,  are 
interim  care  facilities.  They  provide  a  level  of  care  somewhere 
between  the  general  or  special  children's  hospitals  and  the  home. 
Essentially,  they  are  of  two  varieties,  though  it  should  be  noted 
that  the  line  which  separates  these  categories  is  not  always  clear- 
cut. 

The  first  category  provides  minimal  care:  for  children  who 
could  be  at  home  if  the  home  environment  were  stable,  and  thus 
suitable  sociologically,  for  convalescence;  for  children  who  could 
be  at  home  if  the  community  had  adequate  support  services  to  enable 
a  family  to  give  proper  care  to  the  convalescing  child — such  as 
nursing,    social    and   nutrition    services;    for    those   who    require 
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minimal  care  until  the  physical  conditions  in  the  home  are  made 
suitable — lead  poisoning  cases,  for  example,  should  not  go  home 
until  the  home  is  de-leaded. 

The  second  category  provides  care  for  children  who  do  require 
an  interim  care  facility  notwithstanding  the  level  of  community 
services  and  the  social  adequacy  of  the  home  situation.  Some  of 
these  children  need  bed  care  with  nursing  and  physician  services, 
but  not  the  level  of  services  normally  found  in  a  general  or  special 
hospital.  Some  require  diet  and  medication  control  to  such  an  extent 
that  it  can  best  be  done  in  an  environment  outside  the  home. 

The  reasons  advanced  by  physicians  for  child  care  in  con- 
valescent care  facilities  of  both  varieties  are  varied.  Some  of  the 
reasons  are  medical,  some  economic,  some  psychological,  some 
social.  The  length  of  stay  in  a  convalescent  care  facility  also  varies ; 
it  may  be  only  four  weeks,  or  it  may  be  six  months  or  longer. 

At  the  present  time  there  are  very  few  facilities  in  Maryland 
which  are  equipped  for,  and  are  known  to  provide,  convalescent 
care  for  physically  and  mentally  handicapped  children  and  adoles- 
cents.  The  known  facilities  and  the  level  of  care  they  provide  are : 

James   Lawrence   Kernan   Hospital — both   categories   of  con- 
valescent care,  as  well  as  hospital  care 

Children's  Hospital — both  categories  of  convalescent  care,  as 
well  as  hospital  care 

Happy  Hills — minimal  care 

St.  Gabriel's — minimal  care 

Eudowood — for  tuberculosis  cases  only 

Rosewood  State  Hospital — both  categories  of  convalescent  care, 
as  well  as  hospital  care,  for  the  mentally  handicapped 

Additional  convalescent  beds  are  planned,  principally  for  the  more 
complicated  cases — specifically,  50  beds  at  Children's  Hospital,  35- 
40  beds  at  The  Johns  Hopkins  Hospital,  and  approximately  25  beds 
at  Baltimore  City  Hospitals  to  take  over  some  of  the  Eudowood 
cases  when  Eudowood  closes.  (The  remainder  of  Eudowood's  cases 
are  reportedly  scheduled  for  The  Johns  Hopkins  Hospital.    Thus, 


some  of  The  Johns  Hopkins  Hospital  beds  and  all  of  the  Baltimore 
City  Hospital  beds  will  be  replacement  beds  rather  than  new  beds.) 

The  purpose  of  this  report  is  to  provide  some  data  as  to  the 
extent  of  unmet  need  so  that  we  might  get  moving  toward  satisfac- 
tion of  at  least  a  portion  of  it.  The  purpose  of  this  report,  also,  is  to 
suggest  some  guidelines  for  the  organization,  development  and 
financing  of  needed  services  and  facilities. 

Our  conclusions  and  recommendations  are  based  upon  survey 
data  as  well  as  upon  recognized  and  accepted  medical  and  public 
health  practices.  Some  of  these  practices  were  described  in  the 
Committee  on  Medical  Care's  report  of  June  1960,  Administering 
Health  Services  in  Maryland. 

Findings  and  Conclusions 

1.  There  is  a  need  in  Maryland  for  additional  convalescent  care 
beds  to  meet  the  requirements  of  physically  and  mentally  handi- 
capped children.  Because  existing  convalescent  facilities  are  unable 
to  handle  the  cases  which  can  appropriately  use  that  level  of  care, 
cases  are  backing  up  in  the  general  hospitals,  occupying  sorely 
needed  beds  at  a  high  per  diem  cost. 

The  need  is  particularly  acute  for  those  cases  requiring  minimal 
care,  in  part  because  optimal  community  services  do  not  now  exist 
and  will  not  exist  within  the  foreseeable  future. 

The  immediate  need  for  convalescent  beds  for  the  more  com- 
plicated cases  can  be  met  from  the  existing  and  from  the  planned 
beds.  The  extent  to  which  a  long  term  need  will  develop  for  this 
type  bed  will  in  part  depend  upon  the  extent  to  which  minimal  care 
facilities  and  community  support  services  develop,  and  upon  the 
extent  to  which  case  finding  efforts  improve. 

Some  idea  as  to  the  magnitude  of  the  problem  can  be  gleaned 
from  a  survey  which  was  made  by  the  study  group  of  pediatric 
departments  in  Baltimore  hospitals*  : 

a.  The  survey  revealed  that  for  the  month  of  February  1962 
at  least  176  children  were  hospitalized  who  could  have  used 
to  advantage  a  lower  cost,  interim  care  facility.  An  age 
grouping  of  these  children  is  as  follows : 


*This  survey  is  not  offered  as  an  index  of  the  total  need,  but  rather  to 
illustrate  the  general  magnitude  of  the  problem. 


67     under  1 
102     1-12 

7     over  12 

Most  of  these  children  were  from  Baltimore  City  and  its 
environs. 

b.  Nine  (9)  of  these  reported  cases  were  actually  admitted  to 
Happy  Hills  or  St.  Gabriel's,  and  an  additional  9  were  ad- 
mitted to  Children's  Hospital  from  the  general  hospitals  in 
the  city.  Thus,  of  the  176  cases,  only  18  were  actually  placed 
in  a  lower  cost  facility.  This  left  an  identified  unmet  Balti- 
more area  need,  as  seen  and  reported  by  the  hospitals,  for 
approximately  158  convalescent  care  beds. 

c.  During  February,  it  is  estimated  that  Kernan  Hospital  could 
have  handled  13  additional  convalescent  cases  (only  57  of  its 
81  beds  were  occupied  on  the  average  during  February)  and 
that  Happy  Hills  could  have  taken  20  (average  occupancy  in 
February  was  43  beds  out  of  a  total  of  69).  Thus,  in  Feb- 
ruary, of  the  158  needed  beds  in  the  Baltimore  City  area, 
about  33  were  available  but  not  used.  This  leaves  an  unmet 
need  for  placement  of  125  children  (158—33). 

d.  The  survey  indicated,  however,  that  of  the  176  hospitalized 
cases  which  could  have  used  to  advantage  a  lower  cost,  in- 
terim care  facility,  at  least  92  could  have  been  sent  home 
instead  were  there  adequate  community  support  services 
(nursing  care,  social  services,  etc.).  If  one  assumes  that  we 
had  optimal  community  services,  and  deducted  these  92  cases 
from  the  reported  need  for  125  placements,  we  would  find  a 
net  need  to  place  33  children.  With  due  allowance  for  the 
fact  that  no  facility  can  or  should  operate  with  all  beds  filled, 
approximately  42  additional  beds  would  be  needed  in  the 
Baltimore  area  to  take  care  of  the  33  children  needing  place- 
ment. (The  planned  new  beds  at  Children's  Hospital  and 
The  Johns  Hopkins  Hospital  more  than  cover  this  need.) 
This  assumes,  however,  not  only  optimal  community  support 
services  but  also  optimal  use  of  existing  lower  cost  facilities. 
This  estimate  of  needed  beds,  however,  is  minimal.  The 
actual  need  is  undoubtedly  greater  since:  even  with  optimal 


community  services  it  is  unlikely  that  all  of  the  92  would 
actually  be  placed,  there  are  undoubtedly  additional  cases  in 
the  community  not  yet  identified  for  the  simple  reason  that 
not  every  one's  thinking  is  geared  to  progressive  patient 
care,  and  we  have  hardly  begun  to  provide  for  short  term 
admissions  to  relieve  family  pressure  during  a  mother's  ill- 
ness or  for  a  needed  family  vacation.  There  is,  in  addition, 
an  unknown  number  of  children  age  13  to  21  who  could  also 
use  to  advantage  the  two  types  of  convalescent  care  facili- 
ties ;  these  children  were  not  identified  since  pediatric  depart- 
ments generally  do  not  handle  those  age  14  and  over.  Finally 
there  is  the  fundamental  fact  that  the  need  for  facilities  will 
continue  to  increase  in  view  of  the  population  explosion. 

e.  The  three  largest  pediatric  departments  (City  Hospitals, 
Hopkins,  University)  who  reported  75  of  the  176  cases, 
further  stated  that  were  their  beds  freed,  they  would  have 
no  difficulty  in  filling  them  again.  (The  other  hospitals  were 
not  queried  on  this  point.)  In  other  words,  reheving  the 
general  hospitals  of  inappropriately  placed  cases  would  prob- 
ably not  create  under-occupancy  in  the  pediatric  services  of 
the  hospitals. 

In  addition  to  this  survey,  another  survey  was  conducted 
for  us  by  county  health  departments.  The  survey  revealed 
that  during  February  1962  many  children  were  seen  by 
physicians  on  an  inpatient,  outpatient  or  office  basis  who 
could  have  used  to  advantage  a  convalescent,  interim  care 
facility.  In  some  counties  the  number  ran  as  high  as  42  and 
47,  and  very  few  of  the  cases  were  actually  placed  in  an 
interim  care  facility.  Our  survey  method  and  findings  were 
not  as  precise  as  in  Baltimore  City  so  that  no  accurate  num- 
bers are  available.  In  some  counties,  however,  it  was  possible 
that  either  the  need  for  this  type  or  level  care  was  not  recog- 
nized, or  that  the  cases  were  not  identified. 

2.  The  experiences  of  many  physicians,  including  those  on  this 
subcommittee,  indicate  a  great  need  for  discharge  planning  of  chil- 
dren from  general  and  special  hospitals,  as  well  as  from  convalescent 
care  facilities.  Discharge  planning  can  facilitate  the  speedy  and 
more  economical  movement  of  patients  to  available  and  desirable 
resources,  particularly  if  the  discharge  planning  process  is  begun 
the  day  the  patient  is  admitted  to  the  facility.   Discharge  planning 


would  serve  to  make  clinicians  more  aware  of  resources  which  are 
available.  Discharge  planning  would  assist  greatly  in  further 
identifying  unmet  needs.  All  hospitals  should  explore  the  advantages 
to  be  derived  from  a  staff  social  worker. 

3.  To  maintain  the  medical  progress  of  convalescing  children, 
regular  medical  coverage  of  the  convalescent,  interim  care  facilities 
is  essential.  This  facilitates  continued  medical  care  supervision, 
prompt  medical  attention  for  those  who  need  it,  and  a  prompt  evalu- 
ation as  to  suitability  of  the  patients  for  discharge. 

Recommendations 

1.  Additional  minimal  care  convalescent  facilities  should  be 
developed  on  a  voluntary  basis  in  communities  throughout  Maryland 
to  cope  with  the  case  management  requirements  of  physically  and 
mentally  handicapped  children.  Leadership  responsibility  for  the 
development  of  these  critically  needed  facilities  should  be  provided 
by  the  general  hospitals  and  local  health  departments,  and  on  a 
coordinated  basis  by  the  State  departments  of  Health  and  Mental 
Hygiene,  since  these  agencies  are  the  ones  most  immediately  affected 
by  the  absence  of  this  type  of  medical  resource. 

In  our  survey  of  hospitals  in  Baltimore  City,  at  least  92  beds 
were  found  to  be  necessary.  This  number,  however,  is  minimal ;  the 
need  is  felt  to  be  far  in  excess  of  this  number.  While  a  great  need 
for  beds  outside  the  Baltimore  area  was  reported,  it  should  be  noted 
that  no  convalescent  care  beds  are  known  to  exist  in  the  outlying 
areas  of  the  State. 

The  planned  beds  at  Children's  Hospital,  Baltimore  City  Hos- 
pitals and  The  Johns  Hopkins  Hospital  will  be  important  steps  in 
meeting  the  city's  need  for  the  higher  level  of  interim  care — that  is, 
for  those  children  for  whom  residential  care  is  medically  desirable 
notwithstanding  the  level  of  community  services.  Since  our  popu- 
lation is  growing,  and  since  our  survey  does  not  purport  to  repre- 
sent the  total  area  need,  additional  beds  may  well  be  necessary.  This 
should  be  studied  by  the  State's  health  agencies. 

Our  survey  of  the  counties,  unlike  that  of  the  city,  did  not  bring 
into  as  sharp  focus  the  need  for  both  categories  of  convalescent 
care  beds.  A  more  precise  examination  of  the  need  by  the  State's 
health  agencies  would  be  desirable,  including  consideration  of  the 
suitability  of  the  various  counties  for  these  types  of  facilities. 


2.  Existing  convalescent  beds  at  Happy  Hills,  St.  Gabriel's, 
Kernan  Hospital  and  Children's  Hospital  should  be  fully  utilized. 
When  necessary  to  accomplish  full  utilization,  admission  criteria 
might  be  modified  and  steps  taken  by  each  facility,  in  cooperation 
with  an  appropriate  agency  such  as  a  local  health  and  welfare  coun- 
cil, to  publicize  on  a  continuing  basis  their  available  services.  This 
would  have  the  added  advantage  of  providing  a  great  service  to  the 
public. 

3.  The  State  of  Maryland  and  each  of  its  political  subdivisions 
should  jointly  reimburse  convalescent  care  facilities  for  government 
aided  cases  at  full  current  cost.  If  an  institution's  occupancy  per- 
sists appreciably  below  what  the  facility  can  reasonably  be  expected 
to  handle,  then  administrative  devices  should  be  employed  so  that 
the  institution  is  reimbursed  at  a  rate  approximating  cost  per 
patient  at  full  occupancy. 

4.  Existing  and  future  convalescent  care  facilities  should  co- 
operate with  the  appropriate  local  health  department (s)  and  with 
a  general  hospital.  Appropriate  liaison  should  also  be  established 
with  the  local  education  department  (s)  in  order  to  secure  appro- 
priate educational  services  for  the  children  during  the  time  they  are 
resident  in  the  convalescent  care  facility. 

5.  An  appropriate  public  educational  program  should  be  de- 
veloped under  the  direction  of  the  State  Board  of  Health  and  Mental 
Hygiene,  as  well  as  by  each  convalescent  care  facility  and  other 
appropriate  agencies,  to  publicize  to  the  public  at  large  this  type 
of  service  and  its  advantages. 

6.  There  is  a  great  unmet  need  for  community  support  services 
to  assist  families  in  keeping  convalescent  children  at  home.  The 
need  is  especially  acute  for  home  nursing  services,  social  services, 
homemakers  services,  and  nutrition  services.  There  is,  in  addition, 
a  great  need  for  specialized  foster  homes  for  handicapped  (includ- 
ing retarded)  and  convalescent  children.  In  the  absence  of  voluntary 
resources,  local  health  and  local  welfare  departments  should  develop 
appropriate  programs  and  services.  This  would  include  steps  to 
encourage  the  development  of  specialized  foster  home  programs  in 
their  communities  and  to  cooperate  with  these  programs  on  a  con- 
tinuing basis.  The  extent  to  which  local  health  and  welfare  depart- 
ments, hospitals  and  voluntary  agencies  develop  these  services  will 
have  direct  bearing  on  the  number  of  bed  facilities  required. 


7.  Social  service  workers  should  be  responsible  for  facilitating 
discharge  planning  with  physicians.  The  larger  general  hospitals 
and  the  larger  special  hospitals  should  have  such  workers  to  work 
with  their  counterparts  in  local  health  departments.  Local  health 
department  personnel  should  perform  these  functions  for  the 
smaller  hospitals  and  for  convalescent  care  facilities. 

8.  All  convalescent  or  interim  care  facilities  for  children,  in- 
cluding adolescents,  should  have  appropriate  pediatric  attendance 
by  a  visiting  pediatrician,  by  a  resident  from  an  affiliated  hospital, 
or  by  a  full  time  clinician — the  type  professional  coverage  being 
determined  by  the  availability  of  professional  personnel  and  by  the 
type  cases  handled  by  the  facility.  Reimbursement  by  the  State  and 
its  subdivisions  for  care  in  the  facility  should  be  conditional  on 
appropriate  medical  attendance,  at  least  several  times  a  week. 

9.  Both  Kernan  and  Children's  hospitals  presently  serve  a  dual 
function,  and  their  beds  are  frequently  interchangeable.  The  func- 
tions are  those  of  a  special  hospital  and  those  of  a  convalescent  care 
facility.  In  the  convalescent  category  they  handle  both  the  more 
extensive  care  and  the  minimal  care  cases.  Consideration  might  be 
given  to  the  reimbursement  of  these  hospitals  at  a  rate  compatible 
with  the  functional  level.  Such  cost  determination  procedures 
should  be  established  if  only  to  assist  others  in  planning  their 
facilities.  Furthermore,  since  both  facilities  are  equipped  to  handle 
the  convalescent  cases  requiring  the  more  intensive  medical  and 
nursing  supervision,  consideration  might  be  given  by  both  institu- 
tions to  concentration  on  that  level  of  care,  thus  allowing  for  the 
most  effective  use  of  their  physical  plants. 

10.  The  State  departments  of  Health  and  Mental  Hygiene 
should  initiate  steps  to  delineate  the  extent  to  which  adolescent  needs 
are  being  over-shadowed  or  lost  between  the  adult  group  and  the 
children  age  13  and  under. 

Facilities  which  are  utilized  for  convalescent  care  by  the  report- 
ing hospitals: 

Children's  Hospital  School 

St.  Gabriel's  Convalescent  Home 

Happy  Hills  Convalescent  Home 

Rosewood 

James  Lawrence  Kernan  Hospital 

Eudowood  Sanitarium 

LV.N.A. 
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BALTIMORE  CITY— HOSPITAL  REPORTS 


Number  in  Feb. 

1962  who  could 

use  a  lower  cost 

interim  care 

facility   to 

advantage 

Number  of   these 

children    who 
could  have  been 
sent  home   instead 
if   there   were 
adequate  com- 
munity  services 
(nursing   care, 
social  services, 
etc.) 

Age  distribution 
of  cases 

Diagnostic  Category 

Under  1 

1-12 

12-21 

1.  Rheumatic  Fever  and 
Chorea 

10 

6 

9 

1 

2.  Nephritis 

7 

2 

7 

3.  Heart  Disease,  Con- 
genital &  Acquired 

16 

7 

7 

9 

4.  Perthe's  Disease 

10 

6 

10 

5.  Neonate — Premature 

18-20 

14-17 

18-20 

6.  Lead  Poisoning 

4 

4 

4 

7.  Asthma 

7 

1 

1 

6 

8.  Malnutrition 

16 

10 

10 

6 

9.  Cirrhosis 

1 

1 

1 

10.  Diabetes  Mellitus 

2 

2 

1 

1 

11.  Coeliac  Syndrome 

1 

1 

12.  Cystic  Fibrosis 

1 

1 

13.  Exogenous  Obesity 

4 

2 

4 

14.  Diabetes  Insipidus 

1 

1 

15.  Rheumatoid  Arthritis 

4 

3 

4 

16.  Collagen  Vascular 
Diseases 

2 

1 

1 

1 

17.  Resistant  Rickets 

1 

1 

18.  Nephrosis 

9 

8 

1 

19.  Neuromuscular 
Diseases 

4-6 

4-6 

2 

2-4 

20.  Mental  Retardation 

10 

4 

7 

3 

BALTIMORE  CITY— HOSPITAL  REPORTS 


Diagnostic  Category 


21.  Brain  Damage 

22.  Seizures 

23.  Behavior  Disorders 

24.  Diagnostic  Problems 

25.  Other 

(please  specify) 

a.  Hydrancephalus 

b.  Chronic  Respiratory 
Disease 

c.  Nutritional 
Anemia,  severe 

d.  Hemophilia 

e.  Osteo  Scarcoma 

with  metastasis 

f.  Extrophy  of 
Bladder 

g.  Vocal  Cord  Palsy 

h.  Recurrent  Infection 
parental  inadequacy 

i.  Cong,  anomalies  of 
C.N.S.  and  urinary 
tract 

j.    Atelectasis 

k.  Hodgkins 

1.    Purpura 

m.  Asthmatic 
bronchitis 

n.  Leukemia 

o.  Burns  (graft) 

p.  Typhoid  with 
isolation 

q.  Chronic  Skin 
Disease 

r.  Bronchiectasis 


Number  in  Feb. 

1962  who  could 

use  a  lower  cost 

interim   care 

facility   to 

advantage 


11 

7 
3 


Number   of   these 

children    who 
could  have  been 
sent  home   instead 
if   there   were 
adequate  com- 
munity services 
(nursing   care, 
social  services, 
etc.) 


Age  distribution 
of  cases 


Under  1  1-12 
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